Name

Springfield Family Chiropractic PC
7 E. Woodland Ave. ¢ Springfield, PA 19064 ¢ 610-544-6336 fax: 610-544-7059

Auto Injury Patient Today’s Date: /o

Information
Date of Accident: [

1. Personal Information:

First Name: Middle Initial: Last Name:

Date of Birth: Social Security No.:
Street Address: Home Phone:

City, State, Zip: Work Phone:
Dominant Hand: Right d Leftd Bothd

2. Insurance Information Were you the driver: Yes d ~ No O

Part A: (If same as above, skip to Part B)

Insured’s Name:

Insured's Address: Insured’s Phone:

Insured's City, State, Zip:

Part B:

Insurance Company Name:

Policy #: Accident Claim #:

Insurance Company Phone #: ( ) -

Claims Mailing Address:

Adjuster’s Name/Phone #:

3. Attorney Information check hereif N/a

Attorney’s Name: Attorney’s Phone:

Attorney’s Street Address:

Attorney’s City/State/Zip: Contact Name:

Additional Notes:
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Automobile

Name

Accident Description

Please answer the questions below. If you do not know the answer to any of the questions, do not answer that question.

1. Your vehicle type

2. Your position in vehicle

3. What was your vehicle doing at the time of the accident?

OCar QStation Wagon
OVan OPickup Truck
UlLarge Truck WBus

ODriver QOFront Passenger
QLeft Rear Passenger

URight Rear Passenger

Other Other

QStopped at intersection
QMaking a right turn
WProceeding along

UStopped in traffic
UMaking a left turn
JSlowing down

OParking

Other

OStopped at light

UAccelerating

4. Time/Speed/Damage 5. Details of Acciden

t 6. Road conditions

Time of accident

Your vehicle’s QOPoor QFair UGood

speed: mph
Their vehicle's Who hit who/what?
speed: mph QYou hit other vehicle

OOther vehicle hit you
Damage to your vehicle You hit...(object)
OMild UModerate

OTotaled

Visibility at time of accident

Road conditions at time of accident
Qicy Owet [OSandy QDark QClean and dry

Point of impact
OHead-On
URear-End

Al eft Front
OLeft Rear

QORight Front
ORight Rear

7. Body Position, etc.

Did you see the accident coming? Yes U Ul No
Were you braced for the impact? Yes O O No
Did you have a seat belt on? Yes 0 OO No

Did you have a shoulder harness on? Yes 0 O No

Does your vehicle have headrests? Yes 1 [ No
What was the position of your headrest at the time of the impact:

0 Even with top of head (O Even with bottom of head O Middle of neck

What was the direction of your head at the time of impact:
Q Facing straight forward O Turned to the right Q Turned to the left

Did driver side air bags deploy? Yes 0 Q No Did passenger side air bags deploy? Yes U 0 No Did side airbags deploy? Yes O O No

8. Additional accident information
In the case of a motor vehicle accident, enter any additional

information here that is not covered by the above check offs.

9. During the accident:

10. After the accident:

Did your body strike inside of your vehicle? Yes L [ No
If yes, describe:
Did you lose consciousness during the injury? Yes 0 0 No
If yes, for how long?
Your vehicle’s estimated damage?
PDamage to their vehicle: OMild UModerate OTotaled
Did police show up at the scene? Yes O 0 No
Was an accident report filled out? Yes 0 0 No

Check off your symptoms following the accident:

QOToe numbness JAnxious
UConstipation

QRinging in ears UTension
OLoss of smell  Qlrritability

Others:

OHeadache UDizziness  0OMid back pain QCold hands
CUNeck pain UNausea OLow back pain OCold feet
UNeck stiffness QConfusion ONervousness UDiarrhea
WFainting OFatigue OLoss of taste Depression

QChest Pain
UPain behind eyes LShortness of breath QSleeping problems

11. Emergency Room?

12. Treatment History:

Where did you go after the accident?

OHome OWork OHospital ER (Private Doctor
How did you get there?

(Self QSomebody else  Ambulance QPolice
X-rays done? Yes 0 O No Lab work? Yes O O No
Body parts X-rayed?
What lab work?

The X-rays revealed:
Treatments: OCervical Collar Ulce Other:_
Medications:
Follow-up instructions:

1. Dr.
Specialty:
Types of treatmentsreceived:

First visit date:
X-rays done? Yes 0 O

Fill in other doctor(s) seen prior to your first visit to this office.
N

/

No

Did treatments benefit you?Yes O O No

Last visit date: / /

How many treatments received? Currently treating? Yes No

Did treatments benefit you? Yes O O No

Last visit date: / /

2. Dr. First visit date: / /
Types of treatments received:
How many treatments received? Currently treating: Yes  No
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Name

Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accident/iliness, with regard to the various activities listed below. Use the following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty. 1 = “I can do it without any difficulty”, 2 = *1
can do it without much difficulty, despite some pain”, 3 = “I manage to do it by myself, despite marked pain”, 4 = “| manage to do it,
despite the pain, but only if | have help”, 8 = “I cannot do it all, because of the pain”. NOTE: Only fill in areas affected.

Difficulties with Self Care and Personal Hygiene Activities

Bathing Drying hair____ Brushing teeth_____ Putting on shoes___ Preparing meals__ Taking out trash____
Showering __ Combing hair_____ Making bed_ Tying shoes____ Eating_ Doing laundry___
Washing hair Washing face_ Putting on shirt____ Putting on pants_____ Cleaning dishes___ Going to toilet___
Difficulties with Physical Activities

Standing_____ Walking__ Kneeling Bending back Twisting left Leaning back___
Sitting_____ Stooping___ Reaching Bending left__ Twisting right__ Leaning left_
Reclining___ Squatting_____ Bending forward_____ Bending right____ Leaning forward_____ Leaning right
Standing for long periods__ Sitting for long periods______ Walking for long periods__ Kneeling for long periods__

Difficulties with Functional Activities

Carrying small objects_ Lifting weights off floor Pushing things while seated Exercising upper body
Carrying large objects_____ Lifting weights off table_____ Pushing things while standing___ Exercising lower body
Carrying brief case Climbing stairs_____ Pulling things while seated___ Exercising arms____
Carrying large purse_ Climbing inclines__ Pulling things while standing__ Exercising legs__

Difficulties with Social and Recreational Activities

Bowiling Jogging Swimming lce Skating Competitive Sports Dating

Golfing Dancing Skiing Roller Skating Hobbies Dining out____
Difficulties with Traveling

Driving a motor vehicle Riding as a passenger in a motor vehicle Riding as a passenger on a train

Driving for long periods of time Riding as a passenger on an airplane Riding as a passenger for long periods

Use the following 1 to 5 scale to describe the difficulties below:
1 = This area is not affected by my condition, 2 = This area is slightly affected by my condition, 3 = My condition moderately restricts
my ability in this area, 4 = My condition seriously limits my ability in this area, 5 = My condition prevents me from using this ability

Difficulties with Different Forms of Communication
Concentrating Hearing Listening Speaking Reading Writing Using a keyboard

Difficulties with the Senses
Seeing___ Hearing Sense of touch Sense of taste Sense of smell

Difficulties with Hand Functions
Grasping Holding Pinching Percussive movements Sensory discrimination

Difficuities with Sleep and Sexual Function
Being able to have normal, restful nights sleep Being able to participate in desired sexual activity

Write in below any additional information regarding your Activities of Daily Living (that wasn’t covered above}):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?
Wt have NOT had prior symptoms similar to my current complaints. LIMy history HAS contributed to my current symptoms.

LMy current complaints DID exist before, but had not been bothering me. LMy history HAS NOT contributed to my current symptoms.

UMy current complaints ALREADY existed and were worsened. Ui 'm NOT SURE if my history has contributed to my current symptoms.
My most recent prior similar symptoms (if applicable) occured Umonths ago / Uyears ago OR on Date: / /

Write in below any other Prior Symptom History, not covered above:
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Name
Description of Symptoms

Cument Symptom: ( Please check off the boxes below todescribe your first symptom _Describe only ONE symptom per Section_}.

1.Check onlycone bodylocation below 2 tpain Othel of pain:
JHeadaches [ rRU B U Types ofp . . " types of pain

UFront ofHead 3 pull ' DSharp UAching d Cutting '

OTop of Head (IThrobbing (U Burning (I Numbing O Tingling 1 Cramping

ClBack of Head (Jspasm U stingng O Shodting [ Pounding T Constricting
Jaw L r O 80 3. Pain Frequency 6. Actions affecting thispain
QEye L RO B |Yuptot/scfawake time 14 to 172 0f time Brmgs On Aggravates Reheves
ONeck L0 RO 8O |Q12to34dfawaketime [ Most allthe time 8 ':t:: wa'l/'- g g g
B&pggalz:ck t 8 g B g B nga'n intensity (How itl::laﬁec’ts your daily activites) BBendng forward B g 8
‘ wd Doesnt affect Somewhat affects Bending back
35:;33‘: : t 8 z g g Ell U Sericustyaffects L) Prevents activities O Bending left g a Qa
U Abdomen L8 rRO B U | 5.Does thispainradiate intootherbody parts? B_?eth_ng ';'e%‘t 8 g 8
ORibs L rO 80 Left Ri Both 0 wisling I O o
QOButtocks t@ RO BQA |QHead Q ) ] DgW'S","Q”Qh‘ 3 0 8
U Shoutder LQ RrRQA BA |QONeck a Q 0 DSnOfeJ;z!hi':g 3 O o
Hpper Arm - L U RU 8 d Q1 Shoulder = Q d Dstraining a 4 u
UForearm cd rRUO 8O {Oam 0 0 W] 0 St 9 a a o
=IHang Lt R 8L | UHend Q J 3 Sitng g 4o g
Hip La o RO B O g Q d O Litin a 0o o
Qleg L RO 80 {QOteg u a a etions:
OFoat _ L O RO 80 | QFot Q Q Q Other Actions: a a o
Other locations : Other locations of radiation: g g Q9

Cumrent Symptom:

{Please check offthe boxes below todescribe your next symptom).

1.Check onlyonebody location below

{JHeadaches L O rRU B U

(JFront ofHead

O Top of Head

UBack of Head
Daw LU RU 8 U
CEye L a RO B
CINeck Ld RO B3
UUpperBack L U RO B
IMid Back L@ rRO B0
ULow Back LA RO 8 0
L Chest L a RJ 8d
(JAbdomen Lu rRU g0
UJRibs Ld rRU s U
W Buttocks LQ rRU B3
W shoulder (] RO s
Qupperam L QA rRU B U
JForearm LJd rO B
Hand L d RO 84
UHip (| RU s
Cieg L d rUO 8 U
QFoot L Q RO B

Other locations :

L Spasm J Stingng O Shoating Tl P
3. Pain Frequency

2 Types ofpain Other types of pain:
J Duit Usharp  QAching O cutting
UThrobbing U Burning [ Numbing [ Tinging O Cramping

nding _ LIConstricting

6. Actions affectingthispain
Brings On  Aggravaes Relieves
Ui theAM

Jhte PM

{d Bending forward
{J Bending back
U Bending left

Qupto 1/4 ofawake time (3174 to 1/2 of time

{11722 to 34 of awake time L] Most allthe time

4.Pain Intensity (How itaffects your daily activites)

U Doesnt affect Dsomewhat affects

W Sericusiyaffects U Prevents activities

5.Does thispain radiate into otherbodyparts?
Left Ri Both

U Head g 5“ a

I Neck a a a

U Shoulder (] a a

Jarm d d d

U Hand g u a

U Hip g a g

Uleg ] ad g

UFoct a | a

Other locations of radiation:

(J Bending right
{3 Twisting left
J Twistingright
U Coughing

O sneezing

{1 Straining

U Standing

0 sitting

W Liting
OtherActions:

LU Dol ooce
(U cocoopoopioouno

o oococpuooodcon

Current Sym ptom:

(E’Iease check off the boxes below todescribe your 3rdsymptom).

1.Check onlyonebodylocation below’ 2 Types ofpain Other types of pain;
DHead”h“D L RO BO [Qpy Osharp  OAching O Cutting

Diron(tjo}f{i;:gd UThrobbing dBurning U Numbing O Tinging O Cramping

DB:gk of Head Uspasm U stinging U shodting () Pounding  UConstricting

- - 3. Pain Frequency ] H

gg“; A B R g o H OUpto 1/4 fawake time /4 to 120f time | - oHonS aﬁed";ﬁ;‘ Lsfa':md% i
DNk {0 RO 80 |912to3adawaketime U Mostalithetme | Qin the AM a-’a’o
QupperBack L RO 80 ) ———1 U hte PM Q9 o g
CImid Back LA rR | 4 Pain Intensity (How itaffects your dailyactivites)| () Bending forward [l ] a U
Ulow Back L0 RO g [0 | dDoesnt affect U Somewhat affects U Bending back a a Q
Ochest L0 RO BQO [|ASericuslyaffects Ll Prevents activities U Bending let g a g
U Abdomen LA RO BUW |5Does thispain radiate into otherbodyparts? | & Bending right g a Qg
ORibs LQ RO 8034 Left Ri Both U Twisting left g 4a 4
Qsuttocks L rRO 80 |[QHesd a a Q Q Twistingright g Q Q
Qshoulder L RrRQ 80 |ONeck Q a o U Coughing g 4d a4
Oupperam LA RO  BW | Dshoulder Q Qa a U Sneezing a a Q
QFarearm L@ rO 8O |QAm a a Q U Straining g Qa g
QOHand L rO BUO |dHand a Q Q U Standing g a
WHip L RrRU  BU [QHip ] Q a U sitting a a a
ULeg Ld RO 8U [Qteg a a a Uitting o o Qa
OFoat td RO 8O |UFoa a a Q Other Actions: - . .
Otherlocations : Other locations of radiation: d S H
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Name

1.Check onlyone bodylocation befow

Descr igtion of S!!!MEOITIS {Describe your symptoms inthe sections below_inthe order of severity._itpossible.)
Current Symptom: ( Please check

off the boxes below todescribe your first symptom. Describe only ONE syrmptom per Section ]

2. Types ofpaln

Date

Other types of pain:

JHeadachesu‘:ral;t (EIH ead RO B U U pul Usharp  WAching U Cutting - '

QTop of Head OThrobbing Burning ] Numbing a Tingling 4 Cramping

UBack of Head Uspasm U stinging ) Shoating  CJ Pounding U Constricting
Quaw L0 R0 g O |3 Pain Frequency 6. Actions affecting thispain
HEye L a RO B Qupto 14 ofawake time  (11/4 to 172 of time Brngs On Aggravades Releves
ONeck L RrO B0 |212todsdfawaketime O Most alithetime | { Inthe AM. g a a
duppergack L0 RO 8BQ : ————— U hte PM a a Qa
UIMd Back LU rRU g L |[4Pan Intensity (Howitaffects your dailyactivites)| (JBending foward O 0 O
ow Back L 0 RO g O | QDoesnt affect LI Somewhat  affects (J Bending back d (I N |
Cchest L rR O B 0 | Sericuslyaffects [ Prevents activities E]Bendi'ng left g 4d QA
Qabdomen L RO  BO [5Doss thispanradiate intoother body parts? Bae'.‘d',"g right g 8 8
JRibs L Q rO B Left Ri Both Twisting left
U Buttocks L@ rRO B | OHead [} E‘ a U Twistingright a ad a
Qshoulder t@Q RrRAO BO |Dnex 0 0 a U Coughing g a Q
Qupper Am L O rQO B U | O shoulder a 0 Q U sneezing Q o g
JForearm L rRU  BQ |Jgam Q 0 0 U straining g a4
OHand L3 RrRQ 84U |QHand 0 Q a g&_andng ED] é B
QOrip ta RO 80 {Onp a 0 Q O O O g
Oleg LJ RO BU | UtLeg a a i Lifting
UFoat Ld RO BU |Ureat Q a a Other Actions: a 4a o
Other locations . Other locations of radiation: n 0 D

Current Symptom: (Please check offthe boxes bel ow todescribe your next symptom).
1.Check onlyonebody location below 2 Types of pain Other types of pain
DHeadaChesLJFraLwt EfIHeadR J BYloow  Oswp JAching U Cuting _

QTop of Head UThrobbing  [JBurning U Numbing Ul Tinging O Cramping

ClBack of Head Sm 4 stingng 0 Shoctin (J Pounding  ClConstricting
Wiaw L Q RO g [ |3 Pan Frequency 6. Actions affecting thispain
Oeve L O r 0 B L) Qupto 1/4 ofawake time (1174 to 1/2 of time Brings On  Agaravates Relleves
DNick L0 rO 80 (3172 to 3/4 of awake time [ Most all the time gln KEQM B g [;D]

h M

B&ﬁaﬁw t 8 2 8 g 8 4.Pain Intenslty (How itaffects your dailyactivites)| (J Bending forward [ aQ 4d
ClLow Back L RO B0 |Doesnt affect ClSomewhat affects (U Bending back g a Q4
OChest L O R O g0 O sericusiyaffects [ Prevents activities J Bending left a Q 0
(dAbdomen Ltd RW BU ]5Does thispain radiate into otherbodyparts? L Bending right d Ell d
ORibs L rRO BO Let Right Both U Twisting lef ] a
Qsutocks L O RI 8O |QHead g a ] Tuistnarign 4 3 8
U Shoulder L@ RrRO BO |QNeck a Q a DS“‘*‘Q“,'"Q 3 0 o
Qupperam L O RO B U |Oshoulder Q Q a T araing 2 0 O
(JForearm L g R U s |Uam J J u DS!;E:Q Q O O
QHand td rQO 80 |QHand Q a Qa 0 Stﬁngg a o o
WHip L Q rR U BQ | QHip g a g Ol Littin O Qa a
dieg L Q rRU B |QlLeg ] Q Q Other Agcuons-
QOFoat L rRU BU | JdFoat a a g ' g o a
Otherlocations : Other locations ofradiation: Q—D—D_

Current Symptom:

@Iease check off theboxes below todescribe your 3rdsymptom).

1.Check onlyonebodylocation below 2. Types ofpain Other types of pain:
DHeadachestl L RO Bl 0 pui Qsharp  UAching O Cutting
D?rmtdo’f*He(ajd QThrobbing Waurning O Numbing O Tinging  (J Cramping
DBaqgk of:i:ad U Spasm U stingng O Shodting O Pounding L Censtricting
] 3. Pain Frequency . Acti ffecting thispai
b”g“; t 8 R H e 5] QUpto /4 fawake time L4 to 120ftime | 00 o> & e aden Rebore
Ol (O RO 8O |912to3cdawaketime [ Most allthe ime 8.,, the AM ‘ 8 8 B
h te PM
B&%ﬁ’:“ :: B g B g 8 4-] P:n intensity (How ignffects your daily activites) gBemjng forward g g B
w Doesnt affect Somewhat affects Bending back

BLCO:%?CK '[ 3 g 8 g g D Seriquslyaffects L Prevents activities O Bending left a g a
O Abdomen L@ RO BQ |5Does thispain radiate into otherbodyparts? | H Bending right a Q 4d
ORibs ¢ rRO 80 Let Ri Both U Twisting left g o
gButtocks L g R g B 8 aHead g g' g ggw';ngnmt EDJ a g

Shoulder L R B Neck aughing
Qupperam L RO B3O | Qshoulder Qa Q ] J Sneezing g g Q
OForearm L@ rO 80 |0OAm a a a Q Straining a O Q
QHand L@ RrQ BQ |QOHawd Q Q ] O standing g a 4u
UHip L RO BU |QOHip Q Q Q U sitting = B
2n E e33R 303§ (G o 30

Fodt L R B OFoat ons: B} , .
Otherlocations : Other locations of radiation: g @ u

] o U
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Name

Health History

Date of Last: Physical Exam Spinal X-Ray Blood Test
Spinal Exam Chest X-Ray _ Urine Test
Dental X-Ray MRI, CT- Scan, Bone Scan
Have you ever had any of the following:

AIDS/HIV O Yes O No Glaucoma 0 Yes O No Pneumonia 0 Yes O No
Alcoholism 0 Yes O No Goiter O Yes O No Polio O Yes O No
Allergy Shots 0O Yes [ No Gonorrhea {0 Yes O No Prostate Problems [J Yes [0 No
Anemia O Yes O No Gout O Yes O No Prosthesis [1 Yes O No
Anorexia 0 Yes O No Heart Disease O Yes O No Psychiatric Care [ Yes O No
Appendicitis J Yes O No Hepatitis 0 Yes O No Rheumatoid Arthritis O Yes O No
Arthritis 0O Yes 0 No Hernia {JYes O No Rheumatic Fever O Yes O No
Asthma 0 Yes O No Herniated Disk O Yes O No Scarlet Fever O Yes (0 No
Bleeding Disorder O Yes O No Herpes O Yes OO0 No Shortness of Breath 0 Yes [J No
Blood Pressure H 0O Yes O No High Cholesterol O Yes O No Stroke 0 Yes O No
Blood Pressure L O Yes O No Insomnia O Yes O No Suicide Attempt O Yes O No
Breast Lump O Yes O No Kidney Disease O Yes 1 No Thyroid Problems J Yes O No
Bronchitis O Yes O No Liver Disease 0O Yes O No Tonsillitis O Yes OO No
Bulimia £1Yes O No Measles [dYes O No Tuberculosis 0 Yes O No
Cancer O Yes O No Memory Loss O Yes O No Tumors/ Growths 0 Yes O No
Cataracts O Yes [ No Menstrual Cramps O Yes [0 No Typhoid Fever O Yes O No
Chemical Migraines 0 Yes O No Ulcers 0 Yes O No

Dependency O Yes ONo Miscarriage O Yes O No Vaginal Infections O Yes O No
Chest Pain O Yes O No Mononucleosis O Yes O No Venereal Disease O Yes O No
Chicken Pox 0 Yes 00 No Multiple Sclerosis O Yes O No Whooping Cough 0O Yes O No
Constipation O Yes O No Mumps 1 Yes O No
Depression 0O Yes OO No Nightsweats O Yes O No Other
Diabetes O Yes OO No Numbness O Yes O No
Dizziness 0 Yes O No Osteoporosis O Yes [0 No Allergies
Emphysema O Yes O No Pacemaker O Yes O No
Epilepsy O Yes O No Parkinson’s Disease O Yes [0 No
Fractures 0O Yes O No Pins & Needles O Yes [0 No
Are you pregnant? [J Yes [J No [0 N/A
Is there a family history of ... O Heart disease 0O Arthritis [ Cancer [ Diabetes
Exercise Work Activity Habits
O None O Sitting 0O Smoking packs/day
0 Moderate 0O Standing 0 Alcohol drinks/day
O Daily O Light labor O Coffee/Caffeine drinks cups or cans/day
0O Heavy 0 Heavy labor O High stress level  reason:

O Falls

0 Head injuries
[0 Broken bones
[0 Dislocations
01 Surgeries

Injuries you have had:

Description/Date

Current Medications

Vitamins/Herbs/Minerals
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Name

Terms of Acceptance

When a patient seeks chiropractic health care and we accept a patient for such care, it is
essential for both to be working toward the same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective
and the method that will be used to attain it. This will prevent any confusion or
disappointment.

Adjustment: An adjustment is the specific application of forces to facilitate the body's
correction of vertebral subluxation. Our chiropractic method of correction is by specific
adjustments of the spine.

Health: A state of optimal physical, mental and social well being, not merely the absence of
disease or infirmity.

Vertebral Subluxation: A misalignment of one or more of the 24 vertebra in the spinal column
which causes alteration of nerve function and interference to the transmission of mental
impulses, resulting in a lessening of the body’s innate ability to express it's maximum health
potential.

We do not offer to diagnose or treat any disease or condition other than vertebral subluxation,
nor do we offer advice regarding treatment prescribed by others. However, if during the course
of a chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will
advise you. If you desire advice, diagnosis or treatment for those findings, we will recommend
that you seek the services of a health care provider who specializes in that area.

By signing below, | indicate that | have read and fully understand the above statements.

Signature Date

Springfield Famity Chiropractic PC, Auto tnjury Patient information 5/06



Name

Authorization for Assignment

In consideration of Springfield Family Chiropractic undertaking to care for me, | agree to the
following:

1.

You are authorized to release any information you deem appropriate concerning my
physical condition to any insurance company, attorney or adjuster in order to process any
claim for reimbursement of charges incurred.

.l authorize the direct payment to you of any sum | now or hereafter owe you, by my

attorney out of the proceeds of any settlement of my case, and/or by any insurance
company obligated to make payment to me or you based in whole or in part upon the
charges made for your services.

In the event any insurance company obligated by contractual agreement to make payment
to me or to you for the charges made for your services refuses to make such payment upon
demand by you, | hereby assign and transfer to you the cause of action that exists in my
favor against any such company (the name(s) of which is believed to be correctly set forth
under pertinent date) and authorize you to prosecute any action in my name as you see fit
and further authorize you to compromise, settle or otherwise receive any claim as you see
fit. However it is understood that until a reasonable effort has been made to collect the
sums due from the insurance company or companies contractually obligated, you will
refrain from collecting the amounts owed directly from me. | understand that whatever
amount you do not collect from insurance companies proceeds, whether it be all or part of
what is due, | personally owe and agree to pay to you.

In addition to the above, | hereby waive the statute of limitations on collection and/or
recovery in this Commonwealth of Pennsylvania.

I further agree that this Authorization for Assignment is irrevocable and ongoing until all
monies owed are paid in full.

This Authorization for Assignment will be in continual effect until revoked by both parties.

Patient/Insured signature Date

Authorization for Records Release

To Springfield Family Chiropractic, | hereby authorize you to release to any insurance
company, attorney or adjuster any information including the diagnosis and records of treatment
or examination rendered to me for any and/or all the care | receive.

Patient/Insured signature Date
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Name

Doctor’s Lien and Instructions to Counsel

|, the undersigned, understand that all past, present and future bills incurred at Springfield Family
Chiropractic, P.C., are my responsibility for payment. | hereby ratify my agreement to pay all bills
incurred during my health care at Springfield Family Chiropractic,P.C..

in consideration for Springfield Family Chiropractic, P.C. having agreed to treat me without payment at
the time of service and enabling me to obtain treatment for my accident/ injury/ iliness, without financial
hardship, | give you a loan on any settlement, clear judgment, verdict or result of accident/ injury/
illness and | agree to irrevocably instruct my attorney to pay you in full from any proceeds of
settlement, claim or judgment related to this accident/ injury/ illness.

I also understand that if the settlement does not cover my entire bill from Springfield Family
Chiropractic, P.C., | am still responsible for the remainder and the payment by me of this bill is not
contingent on any settlement, claim or judgment which | may eventually recover.

Furthermore in consideration for Springfield family Chiropractic, P.C. refraining from attempting to
collect immediate payment for services rendered for my accident/ injury/ iliness, | do hereby waive and
toll any applicable status of limitations on the collection of my account until | notify Springfield Family
Chiropractic, P.C. of the conclusion of my efforts to obtain a settlement or judgment through the
assistance of my attorney and for a period of three (3) months thereafter.

Patient Name (Please Print) Patient Signature

Date

Instructions to Counsel

| do hereby irrevocably instruct you, my Attorney, named below, to pay Springfield Family Chiropractic,
P.C., in full for services to me for my accident/ injury/ iliness from any proceed or settlement, claim or
judgment regarding my accident/ injury/ iliness. You are to pay Springfield Family Chiropractic, P.C.
prior to distributing any proceeds to me and I instruct you not to attempt to reduce by means of
negotiation my doctor’s bill for the services that have been provided to me for the accident/ injury/
illness which | have agreed to pay in full.

Firm Name Attorney Name

Patient Signature Date
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Springfield Family Chiropractic PC

NOTICE
OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

Key Issues

Uses and Disclosures:

We use health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the
quality of care that you receive. Continuity of care is part of treatment and your records may be shared with other providers to whom
you are referred. We may use or disclose identifiable health information about you without your authorization in several situations, but
beyond those situations, we will ask for your written authorization before using or disclosing any identifiable health information about
you. Your rights: In most cases, you have the right to look at or get a copy of health information about you. If you request copies, we
will charge you only normal photocopy fees. You also have the right to receive a list of certain types of disclosures of your
information that we made. If you believe that information in your record is incorrect, you have the right to request that we correct the
existing information.

Qur Jegal duty:

We are required by law to protect the privacy of your information, provide this notice about our information practices, follow the
information practices that are described in this notice, and seek your acknowledgement of receipt of this notice. Before we make a
significant change in our policies, we will change our notice and post the new notice in the waiting area. You can also request a copy
of our notice at any time. For more information about our privacy practices, contact the person listed below.

Complaints:

If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to your records,
you may contact the person listed below. You also may send a written complaint to the U.S. Department of Health and Human
Services. The person listed below can provide you with the appropriate address upon request.

If you have any questions or complaints, please contact:
Jeanne Miller
7 E. Woodland Ave.
Springfield, PA 19064
610-544-6336
Further Details
1. Uses and Disclosures of Protected Health Information
Following are examples of the types of uses and disclosures of your protected health care information that the provider is permitted to
make. These examples are not meant to be exhaustive, but to describe the types of uses and disclosures.
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any
related services. For example, your protected health information may be provided to a doctor to whom you have been referred to
ensure that the doctor has the necessary information to diagnose or treat you.
Payment: Your protected health information will be used, as needed, in activities related to obtaining payment for your health care
services. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed
to your health insurance company or governmental plan to obtain approval for the hospital admission.
Healthcare Operations; We may use or disclose, as-needed, your protected health information in order to support our business
activities. For example, when we review employee performance, we may need to look at what an employee has documented in your
medical record.
Business Associates: We may share your protected health information with a third party ‘business associate’ that performs various
activities (e.g., billing, transcription services). Whenever an arrangement between us and a business associate involves the use or
disclosure of your protected health information, we will have a written contract that contains terms that will protect the privacy of your
protected health information.
Marketing: We may use or disclose certain health information in the course of providing you with information about treatment
alternatives, health-related services, or fund-raising. You may contact us to request that these materials not be sent to you.
Written Authorization: Other uses and disclosures of your protected heaith information will be made only with your written
authorization, unless otherwise permitted or required by law as described below. You may revoke your authorization, at any time, in
writing.
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Opportunity to Object: We may use and disclose your protected health information in the following instances. You have the
opportunity to object. If you are not present or able to object, then your provider may, using professional judgment, determine whether
the disclosure is in your best interest.

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a refative, a close friend or any
other person you identify, your protected health information that directly relates to that person’s involvement in your health care.
Emergencies: In an emergency treatment situation, we will provide you a Notice of Privacy Practices as soon as reasonably practicable
after the delivery of treatment.

Communication Barriers: We may use and disclose your protected health information if we have attempted to obtain
acknowledgement from you of our Notice of Privacy Practices but have been unable to do so due to substantial communication
barriers and we determine, using professional judgment, that you would agree.

Without Opportunity to Object: We may use or disclose your protected health information in the following situations without your
authorization or opportunity to object:

Public Health: for public health purposes to a public health authority or to a person who is at risk of contracting or spreading your
disease.

Health Oversight: to a health oversight agency for activities authorized by law, such as audits, investigations, and inspections.

Abuse or Neglect: to an appropriate authority to report child abuse or neglect, if we believe that you have been a victim of abuse,
neglect, or domestic violence.

Legal Proceedings: in the course of legal proceedings.

Law Enforcement: for law enforcement purposes, such as pertaining to victims of a crime or to prevent a crime.

Coroners, Funeral Directors, and Organ Donation: for the coroner, medical examiner, or funeral director to perform duties
authorized by law and for organ donation purposes.

Research: to researchers when their research has been approved by an Institutional Review Board or Privacy Board.

Soldiers, Inmates, and National Security: to military supervisors of Armed Forces personnel or to custodians of inmates, as necessary.
Preserving national security may also necessitate disclosure of protected health information.

Workers” Compensation: to comply with workers’ compensation laws,

Compliance: to the Department of Health and Human Services to investigate our compliance. In general, we may use or disclose your
protected health information as required by law and limited to the relevant requirements of the law.

2. Your Rights

You have the right to:

® inspect and copy your protected health information.

® request a restriction of your protected health information. You may ask us not to use or disclose certain parts of your protected
health information for treatment, payment or healthcare operations. You may also request that information not be disclosed to
family members or friends who may be involved in your care. Your request must state the specific restriction requested and to
whom you want the restriction to apply. We are not required to agree to a restriction that you may request, but if we do agree,
then we must act accordingly.

® request to receive confidential communications from us by alternative means or at an alternative location. We will accommodate
reasonable requests. We may also condition this accommodation by asking you for information as to how payment will be
handled or specification of an alternative address or other method of contact. We will not request an explanation from you as to
the basis for the request.

® ask us to amend your protected health information. You may request an amendment of protected health information about you. If
we deny your request for amendment, you have the right to file a statement of disagreement with us, and your medical record will
note the disputed information.

® receive an accounting of certain disclosures we may have made. This right applies to disclosures for purposes other than
treatment, payment or healthcare operations. It excludes disclosures we may have made to you, for a facility directory, to family
members or friends involved in your care, or for notification purposes. You have the right to receive specific information
regarding these disclosures. The right to receive this information is subject to certain exceptions, restrictions and limitations.

®  obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice electronically.
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Acknowledgement of Receipt
of Notice of Privacy Practices

Please print your name, sign and date this form to acknowledge that you have received our Notice of Privacy
Practices. We strive to protect your personal information and offer professional service at Springfield Family
Chiropractic. Please let us know if you have any questions or concerns about this notice.

Printed name:

Signature:

Date:
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NECK PAIN DISABILITY INDEX QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your neck pain has affected your ability to
manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you. We realize
that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE. CHOICE WHICH

MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

SECTION 1 - Pain Intensity

A 1 have no pain at the moment.

B 'The pain is very mild at the moment.

C The pain is moderate at the moment.

D The pain is fairly severe at the moment.

E The pain is very severe at the moment.

F The pain is the worst imaginable at the moment.

SECTION 6 - Concentration

A I can concentrate fully when I want to with no difficulty.

B 1 can concentrate fully when I want to with slight difficulty.

C I have a fair degree of difficulty in concentrating when 1 want to.
D I have a lot of difficulty in concentrating when I want te.

E I have a great deal of difficulty in concentrating when I want to.
F 1 cannot concentrate at all.

SECTION 2 -Personal Care (Washing, Dressing, etc.)

A I can look after myself normally without causing extra pain.
B I can look after myself normally, but it causes extra pain.

C Itis painful to fook after myself and I am slow and careful.
D I need some help, but manage most of my personal care.

E I need help every day in most aspects of self care.

F Ido not get dressed, I wash with difficulty and stay in bed.

SECTION 7 - Work

A Ican do as much work as I want to.

B I can only do my usual work, but no more.

C I can do most of my usual work, but no more.
D I cannot do my usual work.

E Ican hardly do any work at all.

F 1 cannot do any work at all.

SECTION 3 - Lifting

A Ican lift heavy weights without extra pain.

B 1 can lift heavy weights, but it gives extra pain.

C Pain prevents me from lifting heavy weights off the floor, but 1
can manage if they are conveniently positioned, for example, on a
table.

D Pain prevents me from lifting heavy weights, but I can manage

light to medium weights if they are conveniently positioned.

E I can lift very light weights.

F I cannot lift or carry anything at all.

SECTION 8 - Driving

A 1 can drive my car without any neck pain.

B I can drive my car as long as I want with slight pain in my neck.

C 1 can drive my car as long as I want with moderate pain in my
neck.

D I cannot drive my car as long as | want because of moderate pain
in my neck.

E I can hardly drive at all because of severe pain in my neck.

F I cannot drive my car at all.

SECTION 4 - Reading

A I can read as much as I want to with no pain in my neck.

B I can read as much as I want to with slight pain in my neck.

C Ican read as much as I want to with moderate pain in my neck.

D I cannot read as much as I want because of moderate pain in my
neck.

E 1 cannot read as much as 1 want because of severe pain in my
neck.

F 1 cannot read at all.

SECTION 9 - Sleeping

A Tl have no trouble sleeping.

B My sleep is slightly disturbed (less than 1 hour sleepless).
C My sleep is mildly disturbed (1-2 hours sleepless).

D My sleep is moderately disturbed (2-3 hours sleepless).
E My sleep is greatly disturbed (3-5 hours sleepless).

F My sleep is completely disturbed (5-7 hours)

SECTION 5 - Headaches

A Thave no headaches at all.

B I have slight headaches which come infrequently.

C I have moderate headaches which come infrequently.
D I have moderate headaches which come frequently.
E I have severe headaches which come frequently.

F I have headaches almost all the time.

SECTION 10 - Recreation

A 1am able to engage in all of my recreational activities with no neck
pain at all.

B I am able to engage in all of my recreational activities with some
pain in my neck.

C I am able to engage in most, but not all of my recreational
activities because of pain in my neck.

D T am able to engage in a few of my recreational activities because
of pain in my neck.

E I can hardly do any recreational activities because of pain in my
neck.

F I cannot do any recreational activities at all.

COMMENTS:

NAME:

DATE:

SCORE: /50 = % POINTS




Form C-2

REVISED OSWESTRY LOW BACK PAIN DISABILITY QUESTIONNAIRE
PLEASE READ: This questionnaire is designed to enable us to understand how much your low back pain has affected your
ability to manage your everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you.

We realize that you may feel that more than one statement may relate to you, but PLEASE JUST CIRCLE THE ONE, CHOICE
WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM RIGHT NOW.

SECTION [ - Pain Intensity

A The pain comes and goes and is very mild.

B The pain is mild and does not vary much.

C The pain comes and goes and is moderate.

D The pain is moderate and does not vary much.
E The pain comes and goes and is severe.

F The pain is severe and does not vary much.

SECTION 6 - Standing

A T can stand as long as | want without pain.

B I have some pain while standing, but it does not increase with time.
C 1 cannot stand for longer than one hour without increasing pain.

D I cannot stand for longer than 1/2 hour without increasing pain.

E I cannot stand for longer than ten minute without increasing pain.
F 1avoid standing, because it increases the pain straight away.

SECTION 2 - Personal Care

A ['would not have to change my way of washing or dressing in
order to avoid pain.

B I do not normally change my way of washing or dressing even
though it causes some pain.

C Washing and dressing increases the pain, but I manage not to
change my way of doing it.

D Washing and dressing increases the pain and [ find it necessary to
change my way of doing it.

E Because of the pain, I am unable to do some washing and dressing
without help.

F Because of the pain, I am unable to do any washing or dressing
without help.

SECTION 7 - Sleeping

A I get no pain in bed.

B I get pain in bed, but it does not prevent me from sleeping well.

C Because of pain, my normal night's sleep is reduced by less than
one than one quarter.

D Because of pain, my normal night's sleep is reduced by less than
one-half.

E Because of pain, my normal night's sleep is reduced by less than
three-quarters.

F Pain prevents me from sleeping at all.

SECTION 3 - Lifting

A 1 can lift heavy weights without extra pain.

B I can lift heavy weights, but it causes extra pain.

C Pain prevents me from lifting heavy weights off the floor.

D Pain prevents me from lifting heavy weights off the floor, but |
can manage if they are conveniently positioned, eg. on a table.

E Pain prevents me from lifting heavy weights, but I can manage

light to medium weights if they are conveniently positioned.
F 1 can only lift very light weights, at the most.

SECTION 8 - Social Life

A My social life is normal and gives me no pain.

B My social life is normal, but increases the degree of my pain.

C Pain has no significant effect on my social life apart from limiting
my more energetic interests, My e.g., dancing, etc.

D Pain has restricted my social life and I do not go out very often.

E Pain has restricted my sacial life to my home.

F_1 have hardly any social life because of the pain.

SECTION 4 - Walking

A Pain does not prevent me from walking any distance.

B Pain prevents me from walking more than one mile.

C Pain prevents me from walking more than 1/2 mile.

D Pain prevents me from walking more than 1/4 mile.

E I can only walk while using a cane or on crutches.

F 1 am in bed most of the time and have to crawl to the toilet.

SECTION 9 - Traveling

A T get no pain while traveling.

B I get some pain while traveling, but none of my usual forms of
travel make it any worse.

C I get extra pain while traveling, but it does not compel me to seek
alternative forms of travel.

D 1 get extra pain while traveling which compels me to seek
alternative forms of travel.

E Pain restricts all forms of travel.

F_Pain prevents all forms of travel except that done lying down.

SECTION 35 - Sitting

A lcan sit in any chair as long as I like without pain.

B I can only sit in my favorite chair as long as I like.

C Pain prevents me from sitting more than one hour.

D Pain prevents me from sitting more than 1/2 hour.

E Pain prevents me from sitting more than ten minutes.
F_Pain prevents me from sitting at all.

SECTION 10 - Changing Degree of Pain

A My pain is rapidly getting better.

B My pain fluctuates, but overall is definitely getting better.

C My pain seems to be getting better, but improvement is slow at
present.

D My pain is neither getting better nor worse.

E My pain is gradually worsening.

F_My pain is rapidly worsening.

COMMENTS:

NAME:

DATE:

SCORE: /50 = % POINTS

Fairbank J, Davies J, et al. The Oswestry Low Back Pain Disability Questionnaire. Physiother 1980; 66(18):

271-273.



